Study Objectives: Emergency department (ED) visits related to opioid use disorder (OUD) have increased by nearly 100% over the last decade. Treatment with buprenorphine decreases opioid use and related overdose deaths. Although patients who have buprenorphine treatment initiated in the ED are more likely to remain engaged in treatment compared to those who are referred out, little is known about ED providers' attitudes toward prescribing buprenorphine in the ED. The objective of this study is to better understand ED providers' attitudes, current clinical practice, anticipated barriers, and self-perceived preparedness around the initiation of buprenorphine treatment in the ED.
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Methods: We conducted a survey of 174 ED providers (attending physicians, residents, and physician assistants) and individual semi-structured interviews with 17 attending physicians working in an ED at a tertiary care academic hospital. The survey was conducted online using an 11-point Likert scale to assess providers' attitudes, current practice, and preparedness to care for patients with OUD. The Kruskal-Wallis and Mann-Whitney tests were performed to determine the differences in the responses based on years of practice and training type. For the qualitative study, individual interviews were recorded, transcribed and coded by 4 independent coders. Themes were identified using a modified grounded theory approach.
Results: Ninety-three ED providers completed the survey, a response rate of 53%. Fifty-seven percent agreed that buprenorphine should be administered in the ED for patients requesting treatment for OUD. Twenty-two percent reported that they did not feel that prescribing buprenorphine in the ED was within their scope of practice. Compared to providers with fewer than 5 years of practice, those with more years of practice were: (1) less likely to approve of ED-initiated buprenorphine and (2) more likely to believe that buprenorphine is replacing one addiction with another (p<0.01 for each). They also felt more prepared to discuss overdose prevention and naloxone with patients (p<0.03). Attending physicians and residents viewed EDinitiated buprenorphine more favorably than physician assistants (p<0.01). Analysis of interview data demonstrated several themes. Physicians described a current standard of referring patients with OUD to detoxification programs, which some characterized as a limited or ineffective approach. Providers had mixed feelings about the role that the ED should play in treating OUD. Most physicians felt that a buprenorphine-based intervention in the ED would be feasible with institutional support, including training opportunities, protocol support within the electronic medical record, counseling and support staff, and a robust referral system for outpatient follow-up.
Conclusions: Near 80% of ED providers felt that ED provision of buprenorphine was within their scope of practice. However, their perception of buprenorphine varied by years of practice and training type. Most ED providers did not feel prepared to initiate buprenorphine in the ED. Qualitative interviews identified several addressable barriers to ED-initiated buprenorphine. Methods: We analyze the National Hospital Ambulatory Medical Care Survey (NHAMCS) data from 2007-2015. The outcome variables are 5 emergency department (ED) core performance measures: ED length of stay for discharged and admitted patients, boarding time, wait time and percentage of patients who left ED before being seen by a qualified medical professional. The independent variables are whether or not a hospital adopted each of the 20 crowding interventions. We first address missing data by using multiple imputation techniques, then use inverse probability weights to balance observed covariates across adopting and non-adopting EDs. Finally, controlling for patient-level, hospital-level and temporal confounders we analyze and report results using multivariable logit model.
Results: Between 2007 and 2015, NHAMCS collected data for 269,721 ED visit encounters, representing a nationwide of about 1.18 billion separate ED visits. On average 1.88% of patients left the ED without being seen and this number decreased from 2.71% in 2007 to 1.76% in 2015 (P <.001). The wait time ranged from zero to 1440 minutes with the median of 27 minutes. Percentage of patients spent less than 15 minutes to be visited increased from 19.8% in 2007 to 35.4% in 2015 (P <.001). The boarding time ranged from zero minutes to 4285 minutes with the median of 73 minutes. The length of stay for discharged patients ranged from zero to about 7560 minutes with the median of 141 minutes and for admitted patients ranged from zero to 5652 minutes with the median of 276 minutes. Of 20 crowding interventions we tested, using electronic dashboard (OR¼0.84), kiosk check-in (OR¼0.52), bed census availability (OR¼0.87) and pooled nursing (OR¼0.88) showed statistically significant relationships with lowering the odds of waiting time more than 15 minutes. Only pooled nursing (OR¼0.84) is significantly associated with the odds of a boarding time less than 2 hours. Three interventions including electronic dashboard (OR¼0.89), immediate bedding (OR¼0.77), and surgical schedule smoothing (OR¼0.82) were statistically significant associated with the lower odds of length of stay more than 6 hours for a discharged patient. No intervention among all the interventions we tested had the statistically significant association with lowering the odds of length of stay more than 8 hours of admitted patients. Using wireless devices (OR¼0.46) was the only intervention that had the statistically significant association with the decreasing the odds of the patient left ED without being seen.
Conclusions: Our findings show that ED visit rates and the adoption of ED crowding interventions have increased from 2007 to 2015. In the meantime, the waiting time and percentage of patients left ED without being seen decreased significantly. Our findings also suggest that 13 of 20 ED crowding interventions we tested had a significant relationship with at least one of emergency departments' core performance measures. Racial and ethnic disparities have been described in ED care; however, the differential use of imaging-a key driver of resource use in the ED-which should theoretically be race-agnostic, has not been previously described.
Methods: We performed a multilevel stratified regression analysis of the National Hospital Ambulatory Medical Care Survey ED Subfile (NHAMCS-ED), a nationally representative sample of hospital-based EDs and ED visits. We examined race (white, black, Asian, other) and ethnicity (Hispanic versus non-Hispanic) as the primary
